Dear Sir, We read with great interest the article by Gagala et al. entitled "Clinical and radiological outcomes of avascular necrosis of the femoral head using autologous osteochondral transfer (mosaicplasty). Preliminary report" [1] . Although the authors presented their initial results with this novel technique, there are several intriguing points that we think need to be elaborated upon: [4] , confirms these findings. We would like to know the authors' rationale for choosing OATS/allograft procedure in ARCO stages III-IV when the existing literature does not recommend such procedures for these stages. Also, the authors should clarify whether ethical clearance was sought for this procedure and informed written consent was obtained from the study participants. 2. A major objective of the study was to evaluate the radiological outcome of the OATS procedure. The authors used only X-rays for radiological evaluation. We believe that magnetic resonance imaging (MRI) would have been a better tool to identify graft incorporation and disease progression postoperatively.
3. The authors need to elucidate their OATS surgical technique. How did they determine the exact location of the drill holes for the OATS procedure intraoperatively? How did they ensure that all necrotic bone had been removed? Was any intraoperative imaging used? The necrotic segment can be difficult to identify on naked-eye inspection when the femoral head has not collapsed, and ARCO stage IIa lesions can be difficult to identify even on image intensifiers. 4. Clarification is also needed regarding the use of morcellised allograft for ARCO stages IIC, III, and IV. How was the allograft processed and stored prior to usage? It is a wellknown fact from the literature on knee articular cartilage injuries that OATS can provide coverage only for lesions up to two centimetres. For larger lesions, allografts obtained from a fresh osteoarticular, size-matched hemicondyle are recommended [3] . Even if the defect in the femoral head (after curettage) was packed with allograft, it is hard to imagine that the authors were able to provide adequate cartilaginous coverage to the diseased femoral head, a fact that may very well have accounted for the failure of this procedure. 5. What was the authors' indication for performing a subtrochanteric derotation osteotomy in one case? 6. The natural history of ONFH, especially in the precollapse stage, is widely variable, and lesions may not progress for years. Therefore, any surgical option to defer arthroplasty should be followed up for at least five years, and ideally ten. Only seven patients in the study had a follow-up of at least five years. We therefore feel that the authors' follow-up is inadequate. 7. The authors concluded that treatment with OATS is neither better nor worse than other joint-preservation options. However, there was no control group. Furthermore, this pilot study had just 21 patients, with small number of patients in each ARCO stage, thereby precluding any meaningful statistical analysis. Comparison of these results with those of other studies in the literature also risks introduction of bias in the patient characteristics, risk factors for ONFH and the expertise of the operating surgeon. Therefore, we feel that such conclusions should be avoided.
To conclude, we feel that more information in the form of large, multicentre studies is needed before we can judge the usefulness of the OATS procedure for ONFH. It would also help if the authors reported the long-term results of their surviving hips.
